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Abstract

TRAUMATIC SHAME MEMORIES AND DEVELOPMENT OF PARANOID
IDEATIONS
Anwesha Maitra
Thesis Chair: Dennis Combs, Ph.D.
The University of Texas at Tyler
July 2020
Paranoia and persecutory delusions constitute the symptoms of established
disorders such as schizophrenia in clinical population. Paranoia is believed to exist as a
continuum within the general population.

A ‘threat anticipation model’ was established

by Freeman and his colleagues suggested that paranoid delusions arise from the
interaction of vulnerability, emotional processes, and reasoning basis. Paranoia in the
subclinical population can be caused due to high levels of emotional variants such as
depression, anxiety, fear and a concept of self-awareness in a psychological individual
(Carvalho et al., 2019; Lincoln et al.2009).
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Recent studies have focused on the associations between these emotional
processes and paranoia. Shame has been extensively entwined with the development of
paranoid ideations among individuals (Matos et al., 2012; Matos et al., 2013). Matos et
al. (2013) discusses that these shame memories can have a traumatic impact leading in
development of paranoid ideations and depression within an individual depending on the
nature of shame experience.
The aim of this study is to analyze the relation of shame and early shame
memories, especially those traumatic in nature with the development of paranoid
ideations in the sub-clinical population. It can be hypothesized that the more traumatic
shame memories a person reports, the greater is the paranoid ideation exhibition.
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Introduction
Every person is comprised of their experiences in their past or present life
situations. What a person experiences and how it impacts their development helps in the
formation of the mental schemas and his/ her theories about the world, which they utilize
to form their thoughts and notions and construct their behaviors in accordance these
perceptions. Various emotions such as shame, guilt and other self-conscious emotions
have a very powerful effect on the development of the mindset of an individual especially
when it comes to the perception of others (Carvalho, Pinto- Gouveia, da Motta, &
Peixoto, 2016; Combs, Michael, & Penn, 2006; Matos & Pinto- Gouveia, 2010).
Studies have accounted shame for being the major contributing factor to a variety
of psychopathologies, including alcoholism, depression, hostility, social anxiety and
personality disorders, especially narcissism. Shaming interactions between parents and
children have been found to play a role in brain maturation, especially in the development
of the orbital frontal cortex which inhibits behaviors. Recalling of early experiences of
shame has been found to be associated with myriad psychopathologies, including
abusiveness. (Carvalho, Pinto- Gouveia, da Motta, & Peixoto, 2016; Carvalho, Sousa,da
Motta, & Cabral, 2019; Matos & Pinto- Gouveia, 2010; Matos, Pinto- Gouveia, & Daurte,
2012; Matos, Pinto- Gouveia, & Gilbert 2013).
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Shame
Shame is an experience that an individual has on the basis of some social
interactions as being judged or criticized by others or how one understands their selfworth. Gilbert (1997) reports, shame in the present day is regarded as one of the most
powerful, painful and potentially destructive experiences known to humans. It has the
potential to guide our behavior, influence the feelings about ourselves, and shape the
sense of self-identity and level of social acceptability and desirability (Matos et al. 2010).
Freiring, Tanglney and Daering mentioned that shame thoughts arise on the basis of the
perception of oneself as defective, one who experiences ridicule or malevolent intents
and has a need to hide (Johnson et al., 2014). Similar to other self-conscious emotions
like pride and guilt, shame involves the assessment of self by our own perception, which
is called internal shame and external shame is how we believe to exist in the minds of the
other people around us.

These senses of shame can originate from various experiences

(Mantos et al., 2010). The types of experiences of the events define which category of
shame an individual would develop. They can be developed from our early interactions
with our significant other and develop later than the primary emotions such as anger and
fear. External shame is a feeling when there is a belief that an individual is held
negatively in the minds of others. Matos (2013) explained that “in external shame, our
attention is focused on the mind of the other, our behavior might be orientated towards
trying to influence our image in the minds of others by appeasing or displaying qualities
we hope will find favor.”

2

The other category of shame is an internal shame. Gilbert explained that shame,
which is focused on internally, on the self and is felt and judged by the self as bad,
undesirable, weak, inadequate or disgusting is known as internal shame (Matos et al.,
2010). Andrews further classified internal shame into three subcategories, behavior
shame, categorical shame and body shame. Behavior shame refers to shame regarding
actions and perceived failures, categorical shame refers to shame regarding habits,
manners and a more general sense of self; and body shame refers to shaming of the body
(Matos et al., 2010; Matos et al., 2013; Johnson et al., 2014).
Research has shown these categories of shame to be associated with various
`pathologies such as categorical shame and body shame have been found to be
significantly associated with symptoms of eating disorder and self-harm. Shame has been
found to prospectively predict symptoms of depression too (Matos, 2010).
Shame as Traumatic Memory
Matos and Pinto-Gouveia (2010) mentioned in their paper that proneness to
shame can have trauma-like origin due to negative experiences such as shaming,
abandonment, any form of rejection, emotional negligence or control, any form of abuse
and critical or harsh parenting styles.
Researchers state that autobiographical memories are a crucial part of the sense of
self and how one person perceives others in their life. Autobiographical memories are
‘memory of events of one's life that constitute a major crossroad in human cognition
where considerations relating to self, emotion, goals and personal meanings all intersect’
(Matos and Pinto-Gouveia & Gilbert, 2013).
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Gilbert (2003) further says that, the early shame is where a child experiences
emotion by others being directed towards him/ her, which can become the foundation of
his self-belief in turn recorded as autobiographical memories which are emotionally
textured. These experiences can then become descriptors of the self, for example ‘having
elicited withdrawal in others and being treated as undesirable—therefore I am
undesirable’ (p. 1222; Matos, Pinto-Gouveia, & Gilbert, 2013).
Research suggests that abusive experiences can be coded as trauma memories in
our minds which can generate fear-based or shame-based aspects in our behaviors. These
are characterized as traumatic memory, such as: intrusion, flashbacks, strong emotional
avoidance, hyper arousal, fragmented states of mind and dissociation’. Recent studies have
found that these traumatic memories influence cognitive and emotional processing and are
related to numerous psychopathological symptoms, like depression, anxiety, anger, posttraumatic stress disorder and personality disorders, especially borderline (Matos, PintoGouveia, & Gilbert, 2013).
Persecutory Delusion and Paranoid Ideations
Persecutory delusions are false beliefs that a person has about being harmed,
harassed by an individual, organization, or other groups of people and is a typical symptom
of Schizophrenia Spectrum Disorder (Appendix A). Other clinical disorder where
persecutory delusion can be seen is the paranoid personality disorder (American
Psychiatric Association, 2013).
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Combs, Michael, and Penn (2006) state that paranoia is a symptom which can exist
in continuum, from clinical to sub-clinical population. Paranoia as stated by Gilbert in
2001, is ‘interpersonal defense relevant to one's or the social group's survival, to the extent
that it alerts and protects the individuals against the intents of their conspecifics (e.g.,
outsiders, hostile groups)'. However, when an individual excessively depends on these
defense mechanisms, it can compromise daily living and can have an impact on the social
and cognitive functioning of the person (Carvalho et al., 2019; Combs et al., 2006) even if
the person does not qualify for being clinically diagnosed.
The findings from the literature state that development of paranoid schemas or the
basis of information processing are ‘sensitive to ambiguous social stimuli and influence the
processing of threatening stimuli' (Combs et al., 2006) which can lead to the development
of persecutory delusions. It can be said that these schemas influence that interpretation of
the social stimulus a person is presented in their day to day lives. They can cause biases,
delays and distortion through selective remembering, perception or interpretation of
information in a fixed manner (Combs et al., 2006). Paranoid ideations in the sub-clinical
population (Carvalho et al., 2019) is seen as the thought process of ‘exaggerated selfreference' and ‘relatively stable tendency to exhibit mistrust, resentment and negative
beliefs about external control or influence' on a daily basis.
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Traumatic Shame Memories leads to the Development of Paranoid Ideations
Within the last two decades a lot of work has been done to establish relationships
between paranoia and emotional processes. Initially it was more towards the clinical
disorders such as depression and anxiety (Combs et al., 2006, 2007; Gilbert, 1997; PintoGouveia et al., 2010; Tania et al., 2010). Research has been done to analyze the relation
between shame or emotional memories and paranoia (Carvalho et al., 2019; Graice et al.,
2007; Johnson et al., 2014; Matos et al., 2010,2012,2013; Pinto-Gouveia et al., 2014).
Researcher (Carvalho et al., 2019) have associated self-criticism and shame
memories with paranoia stating that they both arise from the same mechanism and
extrapolate to self, other relationships and further help in the crystallization of
dysfunctional interpersonal styles. A clear link has been established between trauma and
psychosis mediated by negative beliefs about self and others in non-clinical populations
(Gracie et al., 2007).
Recent study by Carvalho, Sousa, da Motta, and Cabral (2019) on adolescent nonclinical population should children who recall more early shame experiences and higher
levels present external shame and self-criticism have heightened paranoid ideations. Girls
presented significantly higher scores on external shame, self-criticism, persecutory ideas
and mistrust feelings when compared with boys. Other studies on adult non-clinical
population revealed a positive correlation between external shame and paranoid ideations
(Matos et al, 2010, 2012, 2013; Pinto-Gouveia et al., 2014).
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Studies state that shame memories (external or internal) can elicit submissive
behavior especially internal shame. Submissive nature both directly and indirectly through
external shame, predicted paranoid ideations. In paranoia, not only shame traumas and
recollections of threat and submissiveness directly influence paranoid beliefs but also these
memories promote external and internal shame thoughts and feelings and submissive
defenses, which in turn increase paranoid ideation (Pinto-Gouveia, 2012).
Studies on non-clinical populations revealed that internal shame and its aspects
were mostly related more intrinsic disorders such as anxiety and depression (Matos et al.,
2010, 2012, 2013; Pinto-Gouveia et al., 2014). However, a study done by (Johnson et al.,
2014) on clinical population presented the results suggesting that in addition to general
shame, behavior shame and categorical shame were directly associated with paranoia, and
body shame also moderated the association between life events and paranoia. These
findings are consistent with previous research which has found the categorical and body
shame subscales to be the most closely associated with mental health disorders, and the
behavior shame subscale to be the least associated (Johnson et al., 2014; Swan & Andrews,
2003).
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Rationale for Current Study
On the basis of the previous findings it can be noted that shame plays an
important role in the formation of paranoid thoughts. These formations are augmented by
the shame memories which imprints in the minds of the individual as traumatic
memories. These memories in the non-clinical populations are in the form of external
shame where the individual tends to believe that others see them negatively as
unattractive and undesirable in the society. The memories which are internalized as the
maturation of self as inferior, incapable and defective are the internal shame memories
which are mostly associated with social anxiety and depression development in the nonclinical populations. However, internal shame memories also lead to formation of
traumatic memory and supplement towards paranoid thought mostly in clinical
populations (Carvalho et al., 2019; Graice et al., 2007; Johnson et al., 2014; Matos et
al., 2010, 2012, 2013; Pinto-Gouveia et al., 2014).

Even though current emotional states may influence the person, we are extremely
affected by the constructs of our pasts. The fact that traumatic memories of shame affects
the development of paranoid thoughts in an individual, would be helpful in the
development of an understanding in the society as to how a trauma, shaming or abuse in
childhood or adolescence can impact adult life of that individual.

Research Hypotheses
This study is set to explore the relationship of shame and early shame memories,
especially those traumatic in nature with the development of paranoid ideations in the
sub-clinical, undergraduate population.
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Hypothesis #1: Individuals who report greater traumatic memories as measured
by the IES will score significantly higher on measures of paranoid ideation. This would
provide evidence that traumatic memories will be positively correlated with paranoid
ideation as a result of negative experiences in development such as abuse or neglect.
Hypothesis #2: It is predicted that external shame will positively correlate with
paranoid ideation. In contrast, internal shame will correlate with depression and selfesteem.
Implications of these analyses will be to help understand the underlying factors
involved in paranoia and to help inform treatment approaches for paranoia. Shame may
be not only an indicator of paranoia but the category of shame memories may be helpful
in identifying specific risk factors in paranoia. Moreover, analyzing the nature of shame
traumatic impact a person has can might help assessing the rate of harm an individual is
at towards themselves and toward the society.
Hypothesis #3- It is predicted that external shame and traumatic memories will
predict paranoia above and beyond the influence of depression and anxiety. This will
provide evidence of the unique contribution of shame and trauma in paranoia.
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Methods
Participants
To reflect the paranoia, continuum, participants comprised a sample of
undergraduate students (N=61; age 18 – 65; M = 21.59; SD = 7.44; 62.3% female) who
were enrolled in courses of psychology at a large public university in the southern U.S.
These participants were recruited from departmental research website, the Sona Systems,
where students volunteer to participate in research studies in exchange for course credits.
In the study, 60% identified as white/ Caucasian, 19.7% identified as Latinx, 11.5%
identified as black/African American, 3.3% identified as multi-racial or others, and 1.6%
identified as Asian/Pacific Islander. Paranoia was assessed using the Paranoia Scale and
other measures of paranoid ideation to allow the measurement of paranoia across the
continuum.
Paranoia Scale
The Paranoia Scale (PS) is a 20-item scale that measures sub-clinical paranoid
ideation found in normal individuals in response to everyday events and situations
(Fenigstein & Vanable, 1992). Each item is scored on a Likert scale ranging from 1 (not
at all) to 5 (extremely applicable) with total scores ranging from 20-100. Higher scores
reflect higher levels of sub-clinical paranoia. The PS was developed for use in analogue
samples and was not originally intended for clinical or diagnostic use, but the PS has
demonstrated validity in persons with paranoid schizophrenia (Smari, Stefansson, &
Thorgilsson, 1994). The scale has good psychometric properties and has been widely
used in paranoia research (Combs, Penn, & Fenigstein, 2002; Martin & Penn, 2001).
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Paranoia/Suspiciousness Questionnaire
The Paranoia/Suspiciousness Questionnaire (PSQ; Rawlings & Freeman, 1996) is
a 47-item scale designed to measure paranoid ideation in non-clinical samples. Each of
the items is rated using a true or false format, and scores range from 0-47. Higher scores
reflect greater non-clinical paranoia. The PSQ was developed using both item analysis
and factor analytic methods in a large sample of undergraduate students (N = 561). In
previous research, the PSQ demonstrated excellent internal consistency (Cronbach's
alpha = .89) and test-retest reliability over a 12-week period was good (r = .82; Rawlings
& Freeman, 1996).
Emotional Stroop Test
The Emotional Stroop Test was used to assess for cognitive interference effects
for paranoia and depression (Bentall and Kaney, 1989). For this task, the participant was
required to read a list of non-threatening words, paranoid-content words (e.g. spy, threat),
and depression-content words (e.g. sad, cry). Due to its sensitivity to paranoid ideation,
we predicted that participants in the high paranoia group, relative to the low paranoia
group, should show a selective interference for color-naming only paranoid words. An
interference index can be calculated for both the paranoia and depression lists in which
the time to read the control list is subtracted from the time to read the paranoia and
depression lists respectively (thus controlling for the effects of non-threatening words).
Prior research showed that persons with persecutory delusions and high levels of subclinical paranoia showed slowed color naming to threat words as compared to depressed
and neutral words (Bentall & Kaney, 1989; Combs, Penn, & Mathews, in press; Fear et
al., 1996).
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Expanded Brief Psychiatric Rating Scale
The Expanded Brief Psychiatric Rating Scale (BPRS) is a 24 item semi-structured
interview that measures psychiatric symptom severity (Lukoff, Nuechterlein, & Ventura,
1986). For this study, the BPRS was used to assess for the presence of persecutory
delusions for the clinical participants. BPRS items are rated on a scale ranging from 1
(not present) to 7 (extremely severe); a score of 5+ indicated the presence of paranoid
delusions. The BPRS comprises four factor scores: Anergia, Affect, Thought Disorder,
and Disorganization (see Mueser, Curran, & McHugo, 1997).
Rosenberg Self-Esteem Scale
The Rosenberg Self-Esteem Scale (RSES) is a 10-item scale used to assess selfesteem level (Rosenberg, 1965). This scale is scored on a Likert scale of 1 - 4 with scores
ranging from 10 - 40; higher scores reflect increased levels of self-esteem. Internal
consistency reliability has been shown to be excellent (alpha = .92). This scale has
excellent validity data and correlates highly with other measures of self-esteem
(Robinson & Shaver, 1973). The RSES has been shown to be negatively correlated with
the PS scale across several studies (Martin & Penn, 2001).
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Beck Depression Inventory-II
The Beck Depression Inventory - 2 (BDI-2) is a 21-item scale that measures the
severity of depressive symptoms (Beck et al., 1996). The scale is rated on a Likert scale
from 0 - 3 and scores range from 0 - 63. Higher scores reflect an increased severity of
depressive symptoms. The BDI-2 has demonstrated good reliability and substantial
convergent (with other measures of depression) and discriminant validity and has been
widely used in research on depression. The BDI scales have been shown to be related to
level of paranoid ideation in several studies (Kinderman & Bentall, 1996; Martin &
Penn, 2001).
Brief Fear of Negative Evaluation Scale
The Fear of Negative Evaluation scale (FNE; Leary, 1983) is a 12-item scale that
measures social anxiety and fear of criticism and negative evaluation. It is scored on a 1 5 Likert scale with a range of 12 - 60. Higher scores reflect more social anxiety and fear
of evaluation and criticism. Internal consistency data was found to be excellent for this
brief scale (alpha= .90; Leary, 1983). Validity data showed that the brief FNE positively
correlated with other clinical and structured interview measures of social anxiety and
behavioral avoidance (Leary, 1983) and sub-clinical paranoid ideation (Martin & Penn,
2001).
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Other Shamer Scale
The Other Shamer Scale (OAS) is an 18 item self-report scale, developed by
Allan et al. (1994) and Goss, Gilbert, and Allan (1994). It measures external shame
(global judgments of how people think others view them). Respondents indicate the
frequency of shameful events on a 5-point scale (0–4) of their feelings and experiences to
items such as, ‘I feel other people see me as not quite good enough’ and ‘I think that
other people look down on me’. Higher scores on this scale reveal greater levels of
external shame. In their study, Goss et al. (1994) found this scale to have a Cronbach’s
alpha of 0.92. In this study, the Cronbach’s alpha was 0.91 (Allan, Gilbert, & Goss 1994;
Matos et al., 2010; Matos et al., 2013) .
Experience of Shame Scale
The Experience of Shame Scale (ESS) is 27 item scale measuring three areas of
internal shame: character (personal habits, manner with others, what sort of person you
are and personal ability) e.g., “ Have you felt ashamed of the sort of person you are?”;
behavior (shame about doing something wrong, saying something stupid and failure in
competitive situations), e.g., “Have you tried to cover up or conceal things you felt
ashamed of having done?”; and body (feeling ashamed of one’s body or parts of it), e.g.,
“Have you felt ashamed of your body or any part of it?”. Each item indicates the
frequency of experiencing, thinking and avoiding any of the three areas of shame in the
past year and are rated on a 4-point Likert scale (1–4). Andrews et al. (2002) found this
scale to have a high internal consistency (Cronbach’s alpha = 0.92). In this study, we
found the ESS total to have a Cronbach’s alpha of 0.94 (Andrews, Qian, & Valentine,
2002; Matos et al., 2010; Matos et al., 2013).
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Impact of Event Scale-Revised
The Impact of Event Scale- Revised (IES-R) is 22 item self-report inventory
designed by Weiss & Marmar (1997). It is designed to measure the current subjective
stress from various traumatic life events, distinctively shame memories from childhood
and adolescence. Items are rated on a 5 point Likert Scale (0-4). This scale contains three
subscales that measure the main characteristics of traumatic memories: avoidance (‘I
stayed away from reminders of it’), intrusion (‘Any reminder brought back feelings about
it’) and hyperarousal (‘I was jumpy and easily startled’) that parallel the Diagnostic and
Statistical Manual of Mental Disorders – Fourth Edition (DSM-IV) criteria for PostTraumatic Stress Disorder (PTSD). In the original study, the Cronbach’s alpha of the
subscales ranges from 0.87 to 0.92 for intrusion, 0.84 to 0.86 for avoidance and 0.79 to
0.90 for hyperarousal (Weiss & Marmar, 1997; Matos et al., 2010; Matos et al., 2013).
Procedure
Participants completed the informed consent process and then completed a
demographic information sheet. This was followed by completion of the all of the selfreport scales, the Emotional Stroop test, and the BPRS interview.
Self report scales included the Paranoia Scale, Paranoia/Suspiciousness
Questionnaire, Rosenberg Self-Esteem Scale, the Beck Depression Inventory-2, Brief
Fear of Negative Evaluation Scale, Other Shamer Scale, Experience of Shame Scale and
Impact of Event Scale-Revised. Completion of the entire study was 1.5 hours total time.
Participants were offered extra credit for their psychology classes for participation in the
study.
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Data Analysis Plan
Hypothesis 1: Individuals who report greater traumatic memories as measured by
the IES will score significantly higher on measures of paranoid ideation. This would
provide evidence that traumatic memories will be positively correlated with paranoid
ideation as a result of negative experiences in development such as abuse or neglect.
Data Analysis Plan for this Hypothesis: The data was analyzed using bivariate
correlations between the scores of Impact of Event Scale-Revised and the scores of
paranoia measures used in the study.
Hypothesis 2: It is predicted that external shame will positively correlate with
paranoid ideation. In contrast, internal shame will correlate with depression.
Data Analysis Plan for this Hypothesis: The data was analyzed using bivariate
correlations between the measures of external and internal shame as measured by the
Other Shamer Scale and Experience of Shame Scale and the paranoia and depression
measures (BDI-II).
Hypothesis 3: External shame and traumatic memories will predict paranoia
above and beyond the influence of depression and anxiety. This will provide evidence of
the unique contribution of shame and trauma in the development of paranoia.
Data Analysis Plan for this Hypothesis: The data was analyzed using a linear
hierarchical regression model with score from the Paranoia Scale as the dependent
variable. The independent variables were scores from the measures of external shame,
traumatic memories, depression and anxiety.
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Results
A review of the Pearson's correlation coefficients showed that there were
significant positive correlations between traumatic shame memories and paranoid
ideations (r = .44, p < .001, two tailed, N = 61). That is, the participants who reported
more traumatic shame memories also endorsed more paranoid ideations. There was a
significant positive correlation observed between the shame measures of internal and
external shame with measures of paranoia and depression. External shame shows
moderately high positive correlation with paranoia (r = .64, p < .001, two tailed, N = 61)
whereas internal shame shows moderately high correlation with depression (r = .63, p <
.001, two tailed, N = 61). Even though both the shame memories correlate with paranoia.
That is, more paranoid symptoms were endorsed along with high scores on external
shame memories and more depressive symptoms were endorsed with higher scores on
internal shame measures. A full table of all the bivariate correlations among the
participants are displayed in Table 1.
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A hierarchical linear regression was conducted to examine the relationship between
paranoia, external shame and traumatic memories. For this analysis, the predictor
variables were the FNES, BDI, OAS and ISE-R. For this analysis the dependent variable
was the PS total score. It was predicted that external shame and traumatic memories
would predict paranoia above and beyond the influence of depression and anxiety. With
depression and anxiety as predictors, explained 26.1% of variance and was significant (F
(2,58) = 11.60, p < .001). Model 2, in which traumatic shame memory and external
shame were added, explained significantly more variance (R2 change = .15, F (2,56) =
7.38, p = .001). The model explains that 39.4 % of variance in paranoia is (adjusted R2 =
.394) and was significant (F (4,56) = 10.77, p <.001). A full table of linear regression
model for predicting paranoia among the participants are displayed in Table 2.
Discussion
Overview of the study
Matos and Pinto-Gouveia (2010, 2011) and Pinto-Gouveia, Castilho, Matos, and
Xavier (2012) state in their studies that shame traumatic memories have an influence on
the cognitive and emotional processing in an individual. It is further related to the
development of psychopathology such as depression, anxiety and paranoia. Matos and
Pinto-Gouveia (2009) stated that there is positive correlation between traumatic shame
memories and depression and anxiety.
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The main purpose of this study was to explore the relationship between traumatic
shame memories and development of paranoid ideation. In addition, this study analyzed
how internal shame was associated with the development of depression and anxiety and
external shame was associated with the development of paranoid ideations in a subclinical population. Participants completed a variety of self-report questionnaires
regarding paranoia, shame memories, impact of traumatic shame memories, depression
and anxiety.
The results aligned along with the predicted hypothesis in this study. A positive
significant correlation was found between the scores of Impact of Event Scale- Revised
and the paranoia measures which established a relationship between traumatic memories
and paranoid ideations. The memories developed as a result of negative experiences such
as abuse, or neglect and trauma can possibly lead to the person to expect others to treat
them negatively and foster paranoid thoughts.
The results show strong correlations between the measures of internal and
external shame with measure of paranoia, depression and anxiety. Anxiety showed a
moderately high correlation for both external and internal shame. However, the Other
Shamer Scale (external shame scale) had higher correlation with paranoia measure and
the Experience of Shame Scale (internal shame measure) had high correlations with
anxiety and depression. This finding confirms with the previous research by Matos,
Pinto-Gouveia, and Gilbert (2013) where they stated that external shame memories lead
to the development of paranoid anxiety and internal shame lead to development of social
anxiety. They defined paranoid anxiety as malevolent intentions of others towards self
and defined social anxiety as a sense of inadequacy and undesirable self. This means
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that in a subclinical populations internal shame memory lead to development of
depression symptoms and external shame memories lead to the development of paranoid
ideations.
Further on, the change in variance observed by linear regression models of
paranoia, anxiety, depression and traumatic memory showed that external shame and
traumatic memories predicted paranoia above and beyond the influence of depression and
anxiety. This provided evidence of the unique contribution of shame and trauma in the
development of paranoia.
Clinical Significance
The current study may contribute towards a better understanding of paranoia,
anxiety, depression and shame memories especially traumatic in nature. Even though the
study is set on a non-clinical population, some therapeutic implications might be drawn
from these finding which might be applicable with clinical samples. Moreover, the study
supports previous research on memories of traumatic experience and its effects on the
psychological level for both clinical, sub-clinical and at- risk population.
Limitations and Future Directions
There are a number of limitations to this study. Firstly, the cross-sectional nature
of the study leads to an inability to form strong causal conclusions from the data. The
future prospective studies should further clarify the causality and directions of the
relationships among these variables. The next limitation is the sample. The small sample
size due to the COVID – 19 reduced the generalizability of the results. There were also
demographic differences between the participants, especially age, gender and ethnicity. It
is also possible that some of the participants might have responded to the questionnaires
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in a socially desired fashion, despite the anonymity and confidentiality and
confidentiality facilitating the disclosure of one's thoughts and experiences. The use of
college students in the study and only using sub-clinical population limits the
generalizability of the study. Further studies should be conducted on a community-based
group, or in a clinical population or at the risk population to draw similarities amongst the
data.
Conclusion
In the summary, the current study focused on the shame memories either external,
internal or traumatic in nature and have assessed if they can lead to the development of
paranoid ideations, depression or anxiety. The results showed that traumatic shame
memories external in nature, can induce paranoia whereas internal traumatic shame
memories lead to the development of depression and anxiety in a non-clinical population.
Moreover, it was established that traumatic memories and external shame will might
result in paranoia above and beyond depression and anxiety.
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Appendix A: Schizophrenia Spectrum Disorder
Schizophrenia spectrum and other psychotic disorders include schizophrenia,
other psychotic disorders, and schizotypal (personality) disorder. They are defined by
abnormalities in one or more of the following five domains: delusions, hallucinations,
disorganized thinking (speech), grossly disorganized or abnormal motor behavior
(including catatonia), and negative symptoms.

DSM V Criteria for Schizophrenia
1. The presence of 2 (or more) of the following, each present for a significant
portion of time during a 1-month period (or less if successfully treated), with at
least 1 of them being (1), (2), or (3):
(1) Delusions.
(2) Hallucinations.
(3) Disorganized speech (e.g. frequent derailment or incoherence).
(4) Grossly disorganized or catatonic behavior.
(5) Negative symptoms (i.e., diminished emotional expression or avolition)
2. For a significant portion of the time since the onset of the disturbance, level of
functioning in one or more major areas (e.g., work, interpersonal relations, or selfcare) is markedly below the level achieved before onset; when the onset is in
childhood or adolescence, the expected level of interpersonal, academic or
occupational functioning is not achieved.
3. Continuous signs of the disturbance persist for a period of at least 6 months,
which must include at least one month of symptoms (or less if successfully

27

2
28

treated); prodromal symptoms often precede the active phase, and residual
symptoms may follow it, characterized by mild or subthreshold forms of
hallucinations or delusions.
4. Schizoaffective disorder and depressive or bipolar disorder with psychotic
features have been ruled out because either
(1) no major depressive, manic, or mixed episodes have occurred concurrently
with the active-phase symptoms or
(2) any mood episodes that have occurred during active-phase symptoms have
been present for a minority of the total duration of the active and residual periods
of the illness.
5. The disturbance is not attributable to the physiologic effects of a substance (e.g., a
drug of abuse or a medication) or another medical condition.
6. If there is a history of autism spectrum disorder or a communication disorder of
childhood onset, the additional diagnosis of schizophrenia is made only if
prominent delusions or hallucinations, in addition to the other required symptoms
or schizophrenia are also present for at least 1 month (or less if successfully
treated).
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Appendix B: Paranoid Personality Disorder
DSM V Criteria for Paranoid Personality Disorder
A. A pervasive distrust and suspiciousness of others such that their motives are
interpreted as malevolent, beginning by early adulthood and present in a variety of contexts, as indicated by four (or more) of the following:
1. Suspects, without sufficient basis, that others are exploiting, harming, or
deceiving him or her.
2. Is preoccupied with unjustified doubts about the loyalty or trustworthiness of
friends or associates.
3. Is reluctant to confide in others because of unwarranted fear that the
information will be used maliciously against him or her.
4. Reads hidden demeaning or threatening meanings into benign remarks or
events.
5. Persistently bears grudges (i.e., is unforgiving of insults, injuries, or slights).
6. Perceives attacks on his or her character or reputation that are not apparent to
others and is quick to react angrily or to counterattack.
7. Has recurrent suspicions, without justification, regarding fidelity of spouse or
sexual partner.
B. Does not occur exclusively during the course of schizophrenia, a bipolar disorder or
depressive disorder with psychotic features, or another psychotic disorder and is not
attributable to the physiological effects of another medical condition.
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Tables
Table 1:
Bivariate Correlations between for all variables of Interest for Among All participants (N
= 61)
BDI

PS

FNES

IESR

OAS

ESS

RSES -.07
-.08
-.82
-.82
-.04
-.04
BDI
.44** .47** .39** .52** .63**
PS
.47** .44** .64** .39**
FNES
.37** .66** .65**
IES-R
.58** .39**
OAS
.70**
ESS
PSQ
** Correlation is significant at the 0.01 level (2-tailed)

PSQ

ES
Paranoia

-.18
.20
.06
.07
.00
-.03
.01

-.00
.08
-.02
.17
.01
.09
.21
-.04

Table 2:
Hierarchical Linear Regression Model for Predicting Paranoia
Step 1

Step 2

R2 adjusted = .26

R2 adjusted = .39

R2 change = .29, p < .001

R2 change = .15, p = .001

Predictor

Beta

Beta

FNES

.34

.06

BDI

.28

.12

Model Information

IES-R

.08

OAS

.49

Note. * p < .05, ** p < .01, *** p < .001, NS = not significant
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